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enacted 

SUMMARY OF COSTS 

Name 01 facility Mediad Pro- Number 	 Reporting period 
From: Through: 

Reference Sub Total Total Cost Allowable Filed cod 
DIRECT COST schedule Line patient days perdiem 

Less non-reimbursablefromSchedule 0andc ................................................... 
Total reimbursable................................................................................................. (C\ 

I 
1 C!, I 

Agrees to total expenses per working trial balance 
Agrees to attachment2 line 24. Column 3. 
Agrees 10 Schedule A ~ 3. line 28. column 3. 
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b a a e d  

DIRECT COST 

Name of facility medicaid Prow& Number 	 Reporting Permi 
From: Through: 

DIRECT COST CENTERS 

FOOTNOTE hours Paid 
dietary personnel II 

00 NOT include contracted PERSONNEL 



Page 2 of 3 
DIRECT COST 

Name 01 facility Medicad Prow& 	 Number reporting Per&
I I I I From: 

chart of Salary Other Total adjustments Musled 
DIRECT COST CENTERS account Increases Total 

(we-) 


Through: 

Ref. ratio allocated 
01 Adjusted 

alloc. Total 

TNS #&4 APPROVAL date 

SUPERSEDES 

TNS EFFECTIVE DATE 2 - '- :'J 




Name of facility Medicad Prow& Number Reporting period 

From: Through: I 
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ADMINISTRATIVE AND GENERAL 


Name 01 facility Mediad provider Number 	 Reponing Per& 

From: Through: 

Char( of Salary other Total Adjustments adjusted Ret. Ratio Allocated 
ADMINISTRATIVE AND GENERAL account Increases total of musled 
COST CENTERS alloc. 1 


40. 7 

41. I 7 

42. TOTAL Non-Reimbursable 7 

13. total administrative and G e n e r a l  7 


(sum of lines 30 and 42) 



ADMINISTRATORS COMPENSATION 

Name of facility Mediad provider Number 	 reporting period 

From: Through: 

I I I I I I 


I I I I

I I 


'QMRP'S AND ADMINISTRATORS OF HOSPITAL BASED LTCFS REPORT s o c i a l  SECURITY NUMBER.
TNS APPROVAL date 
SUPERSEDES 
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compensat ion OF OWNERSAND/OR RELATIVES 
(Otherthan administrator 

Name 01 facility Mediad provider Number reporting period 

through 

Instructions: Detail owners and/or relatives compensationincluded on ODHS 2524, Schedule B and C. 

I 

I I 

List a l l  compensation received from ather long-termcare facilitiesin the Medicaid program (in Ohio and other states) by persons l i s t e d  
above andlor owning a 5% or more interestin this facility. 

TNS #&i? APPROVAL date 3-19-92 
SUPERSEDES 



. ~ .  -.. - .. ._. .. . . - - . ~ 
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Enacted Schedule C-3  

Page 1 of 2 
COST OF SERVICES FROM RELATED organizations 

Name of facility M e d i i  P r o w  Number 	 reporting period 

From: Through: 

1. In the amount of costs to be reimbursed by the Ohio Medical Assistance Program, are any costs included which are a result of 
transactions with arelatedorganization? 0 Yes 0:No I f  yes, complete item 2. 

2. Does this cost report indude payments to related parties in excess of the costs to the relatedparty? O Y e s  NO 
It yes. complete item 2. 
Name 01 Owner social socurdy Name d Related Percant Sch. Line item Amount C O W  lo Relared 

number organization Owner- organization 
ship 

& 

3. List each individual who owns, in whole 01 in part any mortgage or deed to trust. of the facility or of any property or asset of the tacky. 

- I  


4. Is thisfacility a partnership? 0 yes U~a H yes, tist each partner. 
Is thisfacility a corporation? 0 Yea UNO H yes, l i s t  each corporate officer or director. 

' FOR FURTHER EXPLANATION SEE OAC RULE 5101:3.3.26. TNS #.&M APPROVAL date 



. . - . . -. .  . _  
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Page 29 0 1  Enacted Schedule C-3  

Page 2 of 2 

COST OF SERVICES FROM RELATED ORGANIZATIONS' 

Name of facility Mediad provider Number 	 Reporting P a d  
From: Through: 

I 

6. Has any director office, agent, or managerial employee. or individualor organizationhaving a direct M indirectownership interest of 5% 
or 	 more, beenconvictedof a criminal or civil offense related to their involvement in programestablished by the title X V l l l  (Medicare), 

as namesTitle XIX (Medicaid).  or T i e  XX of the Social security Actamended? 0 Yes 0 No Ifyes, list below. 
Name social Searcay number Name social security Number 

, 

CONTRACTFOR SERVICES 
8.List all contracts in effect during the cost report year for which the value or cost of the service from any individualor organization is ten 

thousand dollarsor more in a twelve month period. 
1 

SUPERSEDES 




. 	 5101 3-3-262 
Page 30 of 44 

Name of facility 

OWNERSHIP COST 

-
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COST OF OWNERSHIP TRIAL BALANCE 

Mediad Prouder Number reporting period 

From: Through: 1 
chart of Total Adjustments A d j u s t e d  Ref. Ratio of allocated 
account increases Total Allocation adjusted 

CENTERS (Decreases) Total 

3 

3 
3 


Specify interest rates: Building K Equipment K 


	40
	41
	42
	TOTAL Non-Reimbursable

	13
	TOTAl Administrattve and General


